female. Sacroiliac capsular ossifications in males with VAH are frequent from the onset, but complete bridging of the joint is not reached before the sixth decade. Women, either VAH or control, have more sacroiliac osteophytes than men. There were 11 out of 22 control women with osteophytes versus 4 out of 24 men (p<0025). The incidence of osteophytes does not seem to increase with age after 50 years. Our findings support the idea of VAH being a distinct entity and not a major form of osteophytosis.
In their original description of vertebral ankylosing m hyperostosis (VAH) Forestier and Rotes-Querol' stressed the normal appearance of the sacroiliac (SI) joints, considering it as a diagnostic criterion, especially for the differential diagnosis from ankylosing spondylitis. Dihlmann (Table 2) .
Four radiographic views were taken from each SI joints: anteroposterior, oblique axial and antiaxial, and craniocaudal axial according to Dory and Fran- gois.' The films were read by 3 observers-2 rheumatologists (M.B. and R.J.F.) and one radiologist (M.D.) without knowledge of the diagnosis. They were coded for the presence of capsular ossification (Figs 3-7) , osteophytes (Fig. 8, 9 ) and bone sclerosis (Fig. 10 ). Capsular ossifications were described as complete bridges (Figs 3, 5, 6 ) or incomplete ones (Fig. 4, 7) and, according to their location, as cranial (Fig. 3, 6A) , caudal (Fig. 4, 6A ), or ventral (Fig. 5,  6B, 7) . Likewise the osteophytes were tabulated as caudal (Fig. 8) or ventral (Fig. 9) . process was more extensive. In 10 of them, however, the ankylosis was restricted to the ventral area of the joint, and was visible only on the craniocaudal axial view. There was no statistically significant difference between VAH and control group as regards the prevalence of osteophytes and juxta-articular bone sclerosis.
Osteophytes were commoner in control women (11 out of 22) than control men (4 out of 24) (p<0025).
As regards the influence of age, no significant difference was found in the incidence of osteophytes between the various age groups (Table 4) . Table 5 displays the prevalence of cranioventral capsular ossification in VAH men according to age. The cranioventral bridges were frequent even in the younger patients, but complete ventral bridging was not observed before 50 years of age. A few incomplete ventral bridges were encountered after 70 years of age, indicating a late onset.
Discussion
Cranioventral capsular ossifications are not an aging phenomenon. They are seen in 87 5 % of VAH men; they can start at any age and are seen even in the youngest VAH males.
Women seem to be protected against SI ankylosis.
That pregnancy relaxes the SI ligaments is well known. So far as we know, the women in both groups are not exceptionally multiparous, nor are cranioventral bridges linked to a reduced childbirth rate. One might suggest that a stiff pelvis is a threat to species survival and that some fundamental mechanism would make the female SI junction less prone to ankylosis than in the nmale. Brooke' has stated that in the female SI joint after puberty strength and solidity are sacrificed for increased mobility and that SI ankylosis in advanced age is confined strictly to the male sex.
The maintained mobility of SI joints in females probably accounts for the increased incidence of osteophytes, which has been observed both in VAH 
